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leg, anil two from abscesses. I kept these specimens, each in its own tightly 
corked bottle, for five weeks, as nearly at the temperature of the body as 
possible. At the expiration of this time I made microscopical examina¬ 
tions of them with the following result:— 

In two I got the typical ovarian cell (amputation specimens), proved so 
by its appearance and its action with reagents: In the third (abscess of 
leg) the cell was imperfectly developed, some proving themselves true 
with reagents, others failing in this respect. 

In the fourth and last the cells were not developed at all, either in ap¬ 
pearance or reaction with tests; so that the result is: In 1st and 2d 
specimens, I got typical ovarian cells. In 3d, imperfectly developed. 
In 4th, entirely absent. 

I may add that Dr. H. F. Format! informs me that he has performed 
the same experiment, using, however, only one specimen of pus, finding 
it, after the lapse of several weeks, crowded with “ovarian colls.” 

Let me now recapitulate the points which seem to me to have been 
proved in this article :— 

1. The ovarian cell is not diagnostic of the ovarian tumour. 

2. We may have a fluid from an ovarian tumour entirely devoid of the 
ovarian cell. 

3. On the other hand, we may have an abdominal fluid which is not 
ovarian, presenting the cell in great abundance. 

4. With the present state of our knowledge, the accurate microscopical 
diagnosis of ovarian dropsy is impossible; the most distinguished ovari- 
otomists always make their first incision an exploratory one. 

In the examination of the above-mentioned three hundred fluids, I have 
met the ovarian cell so frequently and have known it to be contained in 
an ovarian tumour, that, while I do not consider it pathognomonic at all, 
I still think it merits some weight in making our diagnosis of ovarian 
eystomata. 


Article XV. 

Vaginal Cysts. By T. Naylor Bhadfield, M.D., Surgeon to the 
Women’s Hospital, Newark, New Jersey. 

Tumours designated as vaginal cysts, and credited by the few writers 
making special mention of such growths as among the curiosities of gen¬ 
eral practice, have as yet received no settled opinion concerning their 
true pathology, nor have we, from the little known of their clinical his¬ 
tory, been able to decide satisfactorily whether they originate as solid 
fibrous bodies, and pass by inflammatory changes to the fluid state, or are, 
with much greater probability, essentially cystic from their inception. 
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Among the more recent authorities consulted there are bnt four or five 
especially notable writers that have so much as referred to the existence 
of these tumours. The works of Drs. Emmet, Thomas, Goodell, Simp¬ 
son, Klob, Tilt, Sims, Atthill, Savage, Hodge, Hewitt, and many other 
like works examined, in no way make the slightest mention of them, and 
while we. were not a little surprised to read in Dr. Barnes’s “ Diseases of 
Women” 1 that “several clear examples have come under my observa¬ 
tion,” he further on speaks of these cysts as “certainly of rare occur¬ 
rence,” and after referring to the cases reported by Drs. West and 
Scanzoni, gives us in the following brief summary of facts about all there 
was written or probably known of their cause and pathology up to the date 
of his publication in 1878. 

Dr. Barnes informs us that their origin is not clearly determined, and 
that “ in some cases, possibly, they resemble tibro-cystic tumours of the 
uterus, the cystic element being specially developed. In others, accord¬ 
ing to Iluguier, they originate in obstructed mucous follicles.” .Scan¬ 
zoni, on the other hand, and with greater plausibility we believe, says 
that accurate information shows these growths always to have been de¬ 
veloped in the peri-vaginal cellular tissue, and, according to Rokitansky, 
their primitive seat is outside the vagina, with which they have only a 
secondary relation. 

From the rarity and uncertain acquaintance we have with the clinical 
history of these tumours, the report of a case still under observation will 
prove of interest. 

The patient, Mrs. S., of German parentage, 28 years of age, seven 
years married, five children, no abortions. Enjoyed the very best of 
health until live or six months after the birth of her youngest child, now 
three years old. Five or six months following the birth of her last child, 
she began to sutler with almost constant backache, a profuse leucorrh<ea, 
and what she calls “ much bladder trouble;” micturition being sometimes 
difficult (retention) and painful, and always followed by a heavy bearing- 
down feeling about the pelvis, and a sense of scalding whenever near and 
during the menstrual period. She remembers these symptoms as among 
the earliest and more prominent to attract attention ; the leucorrhceal dis¬ 
charge and accompanying irritation (pruritus vulva-) causing the patient 
much local uneasiness and marked nervous disturbances. 

She has always been free from menstrual trouble, and enjoyed perfect 
regularity of this function until four or five months ago, since which time 
there hits been no return of the catamenia. Bowels constipated, and 
sometimes moved with pain and difficulty. Copulation lias gradually 
grown so distressful to the patient and unsatisfactory to the husband that 
they have mutually abandoned the act. 

Mrs. S. informs me that her “family physician,” in consultation with 
two other practitioners, had “ carefully examined” her some three or lour 
months before, and had then discovered what they supposed to be a fibrous 

1 A Clinical History of the Medical and Surgical Diseases of Women, by Robert 
Barnes, M.D., second American from the second London edition, pp. 759, 1S7S. 
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tumour of the uterus ; the growth, as she says her physician told her, could 
he seen hanging from the mouth of the womb, and she was advised to 
avoid operative interference so long as it should not perceptibly affect the 
condition of her general health. 

However, alarmed by the very sudden increase in the size of the abdo¬ 
men, caused, as the patient full}' believed, by a rapid and dangerous de¬ 
velopment of the tumour, she had now come to consult me with reference 
to its immediate removal, which, as she said, she preferred having done 
at almost any risk to life, rather than suffer the “anxiety of mind” which 
the growth of the tumour and its threatened danger continually gave her. 

Attempting a digital exploration, the vagina was found obstructed by a 
rounded body fully as large as a good-sized hen’s egg, and imparting to 
the touch an impression very much the same as that produced by any 
ordinary fibroid. However, by gently pressing the tumour aside, I was 
able to pass my finger behind and around the growth to a point in front 
of and a little above the os tinea 1 ., the cervix proving to be free and un¬ 
obstructed, and presenting the characteristic features of early pregnancy, 
while the tumour, as already stated, was found to have its point of attach¬ 
ment near the upper angle of the anterior vaginal wall, directly in front 
of and nearly opposite the os tincre, or close to the left side of the urethral 
canal in front of the cervix uteri (figure, a), and in this position explain¬ 
ing, no doubt, the “bladder trouble” so long complained of by the patient. 



The tumour presented a broad base of attachment, with a slight nar¬ 
rowing, or neck-like constriction, a half inch below its apparent seat of 
union—or what was first supposed to be its junction with the vaginal 
walls—but which proved to be its real connection (the constricted por¬ 
tion) with the vaginal mucous membrane. The broad triangular base 
above proved to be a prolapsus of tiie vagina, and produced, no doubt, by 
the dragging weight of the tumour. 

The abdominal enlargement complained of by the patient was satisfac¬ 
torily explained by the existence of a three or four months’ pregnancy, a 
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complication wholly unsuspected by Mrs. S., and thought of sufficient 
importance to make a consultation desirable. Accordingly, two of my 
professional associates at the Women’s Hospital were invited to examine 
the patient, the growth being again diagnosticated as a uterine fibroid, 
and its removal advised as an obstetrical or parturient necessity. 

Seeing iny patient a few days later, and examining more critically than 
I had yet done the precise form and consistence of the tumour, I discov¬ 
ered what- appeared to me a hard, slightly movable, evenly rounded body 
underneath a thick and loosely investing sac membrane, and leading me 
to believe that a longitudinal incision through the sac wall would enable 
me to enucleate the librous body thought nestling within. 

With this favourable view of the case, I prepared for operation by first 
placing the chain of a small ecraseur around the neck or upper constricted 
part of the tumour, and dragging it toward the outlet of the vagina, pen¬ 
etrated its walls with an ordinary curved bistoury. No sooner had 
the first puncture been made than, to my surprise, there began oozing 
forth a thick viscous substance that at once reminded me of, and in ap¬ 
pearances bore the very closest resemblance to, the white and gray (mixed) 
matter of the brain, which is sometimes seen in compound fractures of 
the skull. 

When the tumour had thus emptied itself of two and a half or three 
ounces of this brain-like substance, and no longer obstructed the vaginal 
passage, a second and much smaller cyst was found growing from a point 
directly in trout of, and a half inch below (nearer the outlet), the larger 
one (tig. 1 c), and which (in the original position of the two growths) 
was entirely hidden from view, and undiscovered by any one of the phy¬ 
sicians previously examining the ease. 

Having settled the nature of the larger growth, I now more freely 
opened the smaller one, and thoroughly evacuating its contents, injected 
its cavity with Churchill’s tincture of iodine, giving the larger cyst no 
further treatment than the puncture already made, and the daily injec¬ 
tions of hot carbolized water and glycerine. Two weeks litter the smaller 
cyst had almost or entirely disappeared, while the larger one had again 
filled, and was even more painful and troublesome than when first, seen. 

Again dragging it toward the vaginal outlet, I this time opened its sac 
wall, “ from top to bottom,” and after thoroughly removing its contents, 
treated its cavity with the same iodine injection used for the smaller 
growth, and with the same fortunate result of seeing it wholly disappear 
within three weeks or a month. 

As to the scat of these tumours, there cannot, in the case above re¬ 
ported at least, he the slightest possible doubt that they originated under¬ 
neath or in front of the vaginal mucous membrane, or, as Scanzoni sug¬ 
gests, in the peri-vaginal cellular tissue, and where, by fingers and probe, 
we were able to follow and unquestionably fix the seat of the larger cyst, 
when a second time relieved of its contents. 

It was indeed the certainty with which we were able to trace the cyst 
to this origin (cellular), behind, or rather in front, or underneath the an¬ 
terior vaginal wall, that prevented my following Dr. Levis’s 1 [dan of inject- 

1 The Treatment of Hydrocele and Serous Cysts in General, by the Injection of 
Carbolic Acid. From the Transactions of (he Medical Society of the State of Pennsyl¬ 
vania, 1SS1. 
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ing the cavity with carbolic acid, fearing (from what I had read in Dr. 
Reichert’s* paper on cases of carbolic acid poisoning) that the injection of 
this drug into such a cavity as the larger cyst presented, might possibly 
terminate disastrously for the patient. 

I believe that these tumours were essentially cystic from their very in¬ 
ception. That they are of slow growth we have many reasons for believ¬ 
ing; the patient in the present case having been conscious of their presence 
for nearly two years, while a patient I saw and examined, by invitation 
of Prof. Alex. Simpson, while attending .the clinics of this distin¬ 
guished gynecologist, at the University Hospital of Edinburgh, in the 
summer of 1878, presented a cystic tumour near the junction of the cer¬ 
vix uteri with the vaginal wall (right side) that had existed there, the 
size of a hickory-nut, for a period of two or three years, and which, if I 
correctly remember, was diagnosticated as 11011 -puerperal, and to have its 
probable origin within the peri-cellular tissue; this and the case above 
reported being the only ones I remember ever to have seen. 

106 Halsev Street, Newark, N. J. 

February IS, 1883. 


Artici.e XVI. 

A Bandage for the Treatment of Varicocele. By Royal Whitman, 
Surgical Interne at the Boston City Hospital. 

There are many cases of varicocele where a radical operation would 
not be advised, for which the ordinary suspensory bandage is not sufficient 
to prevent the dragging sensations and neuralgic pains which are at times 
present in almost every ease, caused by the constant pressure of the en¬ 
larged veins upon the testicle. 

Besides the physical inconvenience, this affection is often the cause of 
considerable anxiety to the patients, who, when their attention has been 
once called to the affection, often attribute to it numerous other symp¬ 
toms, real or imaginary. It will also be noticed that in these cases the 
testicle is almost invariably smaller on the affected side, though normally 
it is the larger of the two ; showing a tendency to atrophy from constant 
pressure. 

Numerous appliances have been devised for the treatment of this affec¬ 
tion, but they are all more or less unsatisfactory ; first, because patients 
object to wearing a surgical apparatus for what appears to be such a slight 
affection, and secondly, because the great majority of such appliances are 

1 American Journal of the Medical Sciences, October, 18-81. 

No. CLXVI _April 1882. 29 



